This pilot study compared two evidence-informed group treatment methods with 19 Spanish-speaking Latina survivors of domestic violence. Spanishspeaking therapists trained in Eye Movement Desensitization Reprocessing (EMDR) and Trauma-Focused Cognitive Behavior Therapy (TFCBT) led the groups. Assessments of Post-Traumatic Stress Disorder (PTSD) in participants using the SPRINT instrument taken after psychoeducational preparation/prior to trauma processing, and at the end of treatment demonstrated improvement in participants in the EMDR groups and in the TFCBT groups with more reduction of PTSD symptoms in the EMDR groups, although the findings are limited by small sample size and so are not generalizable. The results suggest that there is a need for additional study both on the effectiveness of group treatment for this population and on the best evidence-based approaches.
Literature Review
There are several areas of pertinent literature for this study. This literature review includes interpersonal violence with a particular focus on Latina survivors of IVP and barriers to help seeking for this population; Additionally, the literature review covered PTSD after IPV; evidence-based treatment for PTSD, use of group interventions, and both TFCBT and EMDR delivered in group format.
IPV is a pervasive social problem that, according to global statistics, affects one in three women in their lifetime [1] . From 2005-2012, 22% of all violent crime committed on human beings in the United States was domestic violence (DV) [2] . Fitz-Gibbon, Walklate, McCulloch, and Maher define IPV as "abusive behavior by a person within an intimate relationship including current or past marriages, domestic partnerships, or de facto relationships" [3] . According to Regan & Durvasula [4] , personal, interpersonal or relational, and environmental factors compose three broad categories of risk factors for experiencing IPV. Factors that affect the risk of IPV include socioeconomic status, prior IPV exposure and childhood abuse, economic and living conditions, existing political climate, and sociocultural norms or customs; conflict resolution strategies and relationship status [4] . Alvarez, Davidson, Fleming, and Glass [5] identified additional risk factors to IPV within the Latino population including immigration status, machismo (cultural belief that malesshould dominate relationships), and acculturation stress.
Latinos, persons of Hispanic descent, are one of the most rapidly growing populations in the United States [5] comprising about 16% of the population [6] . Thirty-seven percent of Hispanic women in the United States report being the victim of IPV in their lifetime [7] . Latina women are more likely to experience more severe adverse effects from IPV than are non-Latina white women [5] though when variables such as age, alcohol use, location, and family history are controlled, these differences disappear [8] . Since some Latina women are not factors that act as help seeking barriers for victims of IPV. Additional barriers to help seeking identified in the literature include damaged self-esteem, learned helplessness, fear for safety, fear of involvement of child welfare services, economic dependence on perpetrator, and emotional investment in the relationship [1] . For some Latinas, resistance to help seeking may be related to a fear of deportation for undocumented immigrants, either themselves or their partners, and a desire to stay in the marriage due to traditional norms. Other factors might include language barriers and lack of understanding of the social, legal, and health systems [5] . They stated that "Latinas (especially monolingual Spanish speakers) are more likely to negate the severity of abuse, less likely to use formal services to address IPV, and when they do eventually use formal services, it is after extended periods of experiencing abuse" (pp. 2-3).
PTSD
According to the World Health Organization [9] , IPV affects women's physical and mental health through direct pathways, such as injury, and indirect pathways, including prolonged stress resulting in PTSD symptoms [9] . The trauma of abuse and violence can result in post-traumatic stress including anxiety, depression, low self-esteem, and relational difficulties [1] [4] [10] . PTSD, commonly experienced by those who have suffered IPV, may include avoidance responses, arousal, re-experiencing of the trauma, dissociation, negative cognitions, and mood [9] [11] . Another defining feature of PTSD is that the storage of memories related to the traumatic event is fragmented and sometimes inhibited [9] . The brain's normal information processing system is often interrupted after a traumatic event requiring intervention.
The literature on providing culturally competent mental health services to Hispanic populations suggests that a key variable is access to treatment [12] . Prelli [13] found that group-based therapeutic interventions may be particularly valuable for victims of domestic violence, particularly where there are limited resources and high costs. Stacciarini, O'Keefe, and Mathews [14] found group therapy with Latina women to be a cost-effective approach. Some benefits of group sessions include feelings of empowerment, improvements in self-awareness, peer support, normalizing symptoms of PTSD, and maximizing staff resources that are often limited [15] [16] .
Empirically supported treatments for trauma include Trauma Focused Cognitive Behavioral Therapy (TF-CBT) and Eye Movement Desensitization Reprocessing (EMDR) therapy [17] [11] . The Spanish speaking therapists in the agency and in this study were both trained in TF-CBT and in EMDR. TF-CBT is based on learning and cognitive theories and addresses distorted beliefs and attributions related to the trauma. TF-CBT includes a supportive environment in which survivors are encouraged to talk about their traumatic experiences and to learn new skills to help process thoughts and feelings related to traumatic life experiences [21] . Psychoeducation, imaginal and in vivo exposure, relaxation training, homework exercises, cognitive restructuring, and discussion around social support comprise the common areas of TF-CBT [22] . The literature suggests that cognitive processing of the meaning of the trauma and exposure to the traumatic memory are the active ingredients of TF-CBT [23] .
A limitation of TF-CBT is that most of the evidence is in work with children and their parents in families with trauma experience. The exposure elements can be initially draining but ultimately beneficial [24] . TF-CBT group protocol is very similar to the individual implementation of TF-CBT [27] . Studies support the efficacy of TF-CBT group delivery particularly with young children who are sexual abuse survivors in the United States [28] [29] . There are also studies with war-affected adolescents in the Democratic Republic of Congo (DRC) [30] and one trial with orphaned children in Tanzania [15] . Deblinger, Stauffer, and Steer [28] found the PTSD symptoms did not significantly change, impacted perhaps by the young age of the participants. However, in the DRC studies, PTSD symptoms were significantly decreased [27] .
EMDR therapy is based on the adaptive information processing (AIP) model and consists of eight phases with standardized protocols [31] . The AIP model posits that memory networks holding the experiences of trauma must be processed in order to connect to other networks that hold information of adaptive nature. In several quantitative meta-analyses, Acarturk et al. [32] and Chen et al. [33] found that the studied disorders and symptoms were significantly reduced with effect sizes that were moderate to large, supporting EMDR as an optimal psychotherapy for patients with PTSD. However, none of the studies included Latinas and there were often small sample sizes. In 2013, deBont, van Minnen, and de Jongh found both PE and EMDR to be effective in treating PTSD [34] . Ringel [35] addressed specifically EMDR effectiveness with adult survivors of sexual abuse. The World Health Organization guidelines list EMDR as an effective treatment for PTSD [9] .
There currently is a lack of literature addressing the use of EMDR with Latina Jarero and Artiga [37] developed an EMDR group therapy protocol (EMDR-IGTP) in response to the high number of requests for mental health care following hurricane Pauline in Mexico in 1997 [38] . EMDR-IGTP has been used with children and adults in different places of the world. Several studies report its effectiveness with children and adults in response to disasters, ongoing war trauma, ongoing geopolitical crisis, war refugee displacement, work accidents, and severe IPV [39] . The therapists used this EMDR protocol in their study because of their familiarity with it and its effectiveness.
Comparison of EMDR and TFCBT
McGuire, Lee, and Drummond [9] compared TF-CBT and EMDR. Similarities 
Methodology
This study compared treatment outcomes of survivors of IPV in purposive strategically assigned EMDR and TF-CBT treatment groups. It was conducted in a domestic violence shelter and treatment program in Texas with a waiting list of all participants before enrollment. The study is a quasi-experiment with internal validity bolstered by treatment modality between TF-CBT and EMDR driven by client schedule. Groups were held on different days and assignment of participants to groups was based on their schedule availability rather than on assignment for specific modality.
Research Questions
This study of Spanish-speaking Latina clients who are survivors of domestic violence focused on the following questions:
1) How effective are TF-CBT and EMDR group treatment for addressing PTSD symptoms as measured by the Short PTSD Rating Interview (SPRINT) instrument?
2) Is EMDR group therapy more effective than TF-CBT group therapy in reducing PTSD symptoms?
Design
The study is a two-group comparison design conducted at a non-profit women's shelter providing safety, counseling, and professional therapy services to female victims of IPV and their children in both a residential and an outpatient location. At the time of the study, the agency held on average 12 weekly groups in Spanish for women survivors of IPV with a consistent wait list for counseling services of as many as 100 Spanish-speaking Latinas. At the time of the study, wait list times averaged 3 -6 months for therapy services. Two of the researchers were Spanish-speaking therapists who conducted the groups and collected data at the agency including de-identifying all data prior to analysis.
Women included in the sample completed an intake and initial baseline evaluation for PTSD prior to the study to be included on the waitlist. These clients were allowed the opportunity to see an individual therapist or caseworker briefly while waiting for a therapy opening in individual or group treatment. Spanish-speaking therapists at the non-profit were equipped to provide evidencebased therapy for survivors of IPV with symptoms of PTSD, including EMDR and TF-CBT therapies.
Participants and Treatment Assignment
The study recruited participants through convenience sampling. Inclusion criteria included the following: adult, female, Latina, Spanish speaking, survivor of IPV, and waiting for a therapy opening in the agency. Participants also had to be available and able to attend treatment groups at the times provided. Exclusion criteria included gender, language, severe intellectual impairment, and lack of transportation to the treatment group. Males were excluded from the group because the organization provides services only to women and children. Non-Spanish Participants on the waiting list were contacted by phone by one of the researcher therapists and were offered group treatment at the agency. Thirty-four participants expressed willingness to participate in one of the groups. Options included groups on Monday through Thursday afternoons. Participants identified a day or days that they were able to attend the group. Participants were placed into groups through purposive strategic assignment, with the limitation of only including women in each group's assignment who could attend on that weekly treatment day. Women who reported availability on only one day were automatically assigned to that group whereas those who reported availability on two or more days were assigned strategically to any of their options by writing separately their days of availability on a piece of paper, putting them in a bag, and one of the researchers picked a piece of paper with the day of the week for the group to which that the woman was assigned. Group size was limited to a maximum of 10 participants per group, based on agency parameters, with an average membership of 6 -8, depending on availability.
Once the group composition was completed, each group had an equal opportunity for assignment to one of the two treatments. The assignment procedure involved the researcher writing EMDR on two pieces of paper and TF-CBT on two, putting them into a bag, blindly drawing a treatment option name from the bag, and linking it with a treatment group on a particular the day of the week, beginning with Monday and continuing through Tuesday, Wednesday, and
Thursday. Four groups were completed in the summer. The researchers followed the same process for four additional fall groups including those who had been added to the waiting list during the fall.
Group facilitators discussed and secured informed consent from participants.
Those who elected not to participate in a research group were provided with alternative therapy options. Over the course of the treatment, eight participants dropped out of the summer groups and six participants dropped out of the fall groups due to transportation difficulties, job, and scheduling conflicts. These participants were referred to alternative group or individual treatment. Nineteen participants completed the study in full. The flow of participants from waitlist through treatment is shown in Figure 1 .
Measures
For this study, PTSD symptoms were measured using the SPRINT scale, a scale routinely used by the agency to assess for PTSD symptoms. Permission to use 
Treatment Procedures
This were TF-CBT groups; two summer and two fall groups were EMDR groups.
The group facilitators were trained in both modalities. In attempt to eliminate participant selection bias, participants and group facilitators were initially blind to their assigned treatment modality. Each group consisted of the following format: Sessions 1 -5 focused on psychoeducation and safety planning, resource development, and preparation for trauma processing. Sessions 6 -9 focused on trauma processing and desensitization using either EMDR or TF-CBT. The last session focused on closure and coping skills. In order to assure fidelity to the curriculum, facilitators followed the session descriptions in Figure 2 . TF-CBT sessions used the TF-CBT manual. Facilitators were also supervised by two of the researchers. The work of each of the sessions for each treatment model is shown in Figure 2 .
Data Management and Privacy/Confidentiality
All participant names were replaced by a code number. All SPRINT instruments were coded with the participants' code number and stored securely in the agency. All data were collected in hard-copy format by researchers at the agency and kept in a locked file cabinet. Hard copies were scanned into a. PDF file and emailed to the university researchers for analysis using a password-protected, encrypted computer for analysis. Emails were deleted from the server and the computer files. Data entry was spot-checked to ensure accuracy.
Data Analysis
The researchers performed a two-way mixed ANOVA to assess the main effects for treatment type and passage of time as well as possible interaction using SPSS 25. Treatment type (i.e., TF-CBT, EMDR) served as the between-subjects factor.
Time served as our within-subjects factor with three different points of observation: pre-intervention, mid-intervention (before trauma processing), and 
Findings
The study initially included 34 participants who are Latina, Spanish-speaking women and survivors of IPV. This sample was significantly smaller than the 80 plus anticipated participants, significantly limiting any generalizability of the study. Many on the waiting list were unable to commit to weekly group participation at the scheduled group times or decided they would rather wait for individual treatment appointments. This is consistent with the literature review about difficulty accessing services for Latina clients. By the completion of the study, 14 participants dropped out, leaving only 20 participants, 19 for whom the researchers had all observations. In the beginning of the study, 14 participants were in the EMDR group; 8 completed the study (57%). The TF-CBT group consisted of 20 participants at the beginning of the study; 12 completed the study (60%). The difference in numbers beginning in the two groups was due to the unforeseen circumstance of more participants being able to attend on the weekday meeting time of the TF-CBT group. Drop-out reasons were the same for both groups including financial, i.e., securing employment and needing to work, or lack of transportation to group. Ages of participants ranged from 21 years old to 60 years old, with the median age of participants being 42.5.
Participant Domestic Violence Experience
As described in Table 1 , the two groups of women who completed the study had very similar rates of experience for the various forms of IPV. While the EMDR group experienced a higher rate of physical abuse, sexual abuse, and abuse as a child, the TF-CBT group had a higher rate of childhood experiences with IPV. All of the participants in both groups had experienced verbal/emotional abuse. The percentages of participants who experienced abuse are shown in Table 1 .
Sprint Score (PTSD) Analysis
The data reasonably conformed to the assumptions of a mixed ANOVA. There were no significant outliers in any cell as evidenced by examining studentized residuals. Visual inspection of Q-Q plots revealed normally distributed SPRINT scores for each cell. Additionally, the data conformed to the assumptions of ho- by treatment group are shown in Table 2 .
As illustrated in Table 2 , the EMDR group showed the greatest improvement in PTSD symptomology based on pre-and post-treatment SPRINT scores. There are three data points depicted in Figure 1 
Summary of Findings
The generalizability of the findings of this study are impacted by the much smaller sample of participants than anticipated. Both TF-CBT and EMDR in group format were supported as clinically significant, albeit not statistically significant, in reducing PTSD symptomology in this study with this particular population. All effect sizes are medium to large, yet only the main effect for time is statistically significant due to low power (0.42). Although it is not possible to draw any firm conclusions due to the low power, EMDR group therapy showed to be slightly more effective than TF-CBT in this study. The TF-CBT participants reported higher symptomology for PTSD on the post-test SPRINT than the EMDR group. In Figure 1 , the TF-CBT group's scores begin to go down, but then they slightly increase after the trauma narrative portion of treatment.
EMDR, however, has a continuous decrease in SPRINT scores regardless of point in the study.
One of the findings from this research is that the psychoeducation and preparation procedures were helpful for both groups while the trauma processing with EMDR-IGTP was more effective to reduce symptoms of PTSD than the TF-CBT trauma narrative approach. This suggests than trauma stabilization and self- Additional finding. Six participants who completed TF-CBT group requested a subsequent EMDR group experience, which was provided for them by one of the therapists. Those participants reported that the narrative portion of TF-CBT group was triggering for them and made it difficult to achieve maximum benefit from the group. One participant reported severe stomach pains following group and, in a medical visit to the emergency room, determined that she was responding somatically to hearing another survivor's trauma narrative. 
Discussion
This study aimed to address the following research questions: 1) How effective are TF-CBT and EMDR group treatment for addressing PTSD symptoms as measured by the SPRINT instrument in Spanish speaking Latina women survivors of domestic violence? 2) Is EMDR group therapy more effective than TF-CBT group therapy in reducing PTSD symptoms in Spanish-Speaking Latina women clients who are survivors of domestic violence? Due to the exploratory nature and very limited sample in this study, only the main effect for time was statistically significant. However, the data gathered support the need for further studies to assess the differences in effectiveness of EMDR and TF-CBT in group formats since both displayed a reduction in SPRINT scores, a reduction identified as medium-to-large based on effect sizes.
The study results affirm the literature that emphasizes the benefits of group therapy interventions for survivors of domestic violence, especially when resources are limited [13] . It is also a more cost-effective treatment for Latina populations [14] . However, the researchers and clinicians experienced challenges with providing group at times when participants could attend, resulting in drop-out due to financial and transportation limitations. Agencies providing group may need to consider evening or weekend scheduling and address transportation concerns.
TF-CBT group participants reported greater symptomology at pre-test than did the EMDR group participants. However, the EMDR group saw a greater reduction in symptomology. It appears that the trauma narrative used in the TF-CBT group may contribute to higher SPRINT scores in that group at post-test. There is a possibility that group members can be re-traumatized or triggered by being exposed to others' trauma narratives sometimes noted by participants. Oneoptionis to use a TF-CBT group curriculum that provides the trauma narrative in individual or written format that does not expose other participants. A larger study with qualitative interviews might answer the question of whether the improved SPRINT scores in the EMDR groups are related to the EMDR protocol, which does not require participants to speak openly about their trauma.
Limitations and Strengths of Study
This study was an exploratory pilot study with clear need of further studies in this area. It did provide insight into possible future research questions including the role of trauma narrative in group and ways to manage the impact of other's trauma narratives on participants. A major limitation was the small sample size.
While the waiting list indicated significant need and potential numbers, the sample was much smaller than anticipated. 
Implications
As a result of the small sample size, this study is not generalizable. It does, however, identify an important gap in the literature, important gaps in the treatment of a vulnerable population, and the importance of evaluating the effectiveness of treatment.
Research
It is important that more in-depth studies follow this exploratory study and Some possible questions that could be answered in future research include:
What factors affect dropout rates and how can those be managed?
Are there residual or negative effects of sharing a trauma narrative in a group setting and how can that be managed?
How many sessions are optimal to see major improvements of PTSD symptomology for each modality?
Practice
The study supports the use of group to treat an underserved population. Clearly, securing more culturally competent practitioners for underserved populations is important. Group treatment might also be an answer. Being able to utilize group formats to treat trauma could result in a reduction of waitlists. Evaluation of practice using a reliable, valid instrument allows modification of treatment approaches and the development of evidence for best practice.
Political and Organizational Issues
Other agencies may experience similar long waiting lists for therapy for Spanish-speaking Latina women. We believe the answer is access to Spanish speaking therapists with competencies in trauma therapy models. While group therapy may be an answer to therapy access, we are concerned that many did not participate in the available groups. One question is what characteristics might make some Spanish speaking Latinas better suited for group therapy than others.
Agencies might begin by improving access and then evaluating therapy effectiveness including replicating this study to assess effectiveness of EMDR and TFCBT in this population. Identifying and addressing barriers to enrollment and attendance and completion are essential to providing access to treatment for vulnerable populations. Additionally, there is a clear need for more Spanish-speaking therapists for this population, particularly those who prefer individual treatment.
Conclusions
Both the EMDR and TF-CBT group showed improvement in PTSD symptoms on the SPRINT instrument. However, the EMDR group showed the greatest improvement in PTSD symptomology based on pre-and post-treatment SPRINT scores. While the limited number of subjects does not allow us to generalize, this pilot study provides some support for the efficacy of group treatment in general, with a decrease in PTSD symptomology for both groups based on means of preand post-SPRINT scores. The findings support the need for further studies to This study begins to address both a gap in the literature and a gap in treatment services. Group treatment for the trauma of IVP in marginalized populations can reduce wait times and provide changes in PTSD scores. This calls for additional research. The populations with which studies have been conducted using these modalities are limited. There is a need for more and larger studies to assess group treatment effectiveness and compare these two modalities. Spanish-speaking Latinas face various forms of trauma, and Spanish speakers may feel isolated due to long wait lists and lack of service providers who can treat them. The researchers provide very preliminary evidence that it is possible to reduce wait times as well as effectively serve this population in need of improved well-being after suffering the traumatic consequences of domestic violence.
